Generic and individual approaches to intervention in crisis situations are
presented and discussed in this paper with special reference to the use of
mental health personnel and other personnel. The discussion relates

particularly to the similarities and differences in

theory and practice.
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IN several recent papers,'*® my col-
leagues and I have reported on the
program of the Benjamin Rush Center
for Problems of Living, a division of the
Los Angeles Psychiatric Service. The
Los Angeles Psychiatric Service is a
community-supported outpatient clinic,
engaged in direct service to adults,
training in psychiatry and the other
mental health professions, research and
community service.

The Benjamin Rush Center division
of the Los Angeles Psychiatric Service
was established in 1962. To date, up-
ward of 2,000 individual patients have
been seen in three and one-half years of
operation. The characteristics of the
Benjamin Rush Center are:

1. Service is available to any individual
over 1714 years of age, or to any family,

regardless of financial or diagnostic considera-
tions. Fees are charged according to ability to
pay.

2. Immediate treatment is offered—on the
day the patient walks in, if possible—subject
only to availability of staff.

3. Treatment deals with the immediate
problem, or crisis, rather than with long-
established modes of functioning.

4. Treatment is carried out by a team of
psychiatrists, psychologists, and psychiatric
social workers, under psychiatric direction.
A psychiatric nurse serves as program co-
ordinator.
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The present paper is concerned with
some theoretical issues inherent in crisis
intervention.

The Nature of Crisis

As Caplan? defines it, “A crisis is pro-
voked when a person faces an obstacle
to important life goals that is, for a
time, insurmountable through the utili-
zation of customary methods of prob-
lem-solving. A period of disorganiza-
tion ensues, a period of upset, during
which many different abortive attempts
at solution are made. Eventually some
kind of adaptation is achieved which
may or may not be in the best interests
of that person or his fellows.”

It should be noted that a complete
characterization of any crisis must in-
clude references to social, intrapsychic,
and somatic factors, in other words to
the biopsychosocial field. A crisis may
result from change in any one area,
and such a change may result in crisis
processes involved in all areas.

Relevant to the social factor in crisis
are role changes or other alterations in
the interpersonal balance. Intrapsychic
aspects are most readily conceptualized
as referring to changes in a previously

VOL. 58, NO. 2, A.J.P.H.



existing equilibrium within the psychic
apparatus, and involving unconscious as
well as conscious processes. Somatic
changes may also be significant in the
instigation and/or subsequent course of
crisis as exemplified by the work of
Lindemann® on the relation of patho-
logic grief to chronic psychosomatic
illness.

There is a further distinction between
the hazard or hazardous situation and
the crisis proper. The hazard is that so-
cial, intrapsychic or somatic change
which in certain circumstances may re-
sult in a crisis. Examples of hazard are
loss of significant relationships through
death or separation, birth of premature
or deformed children, or physical ill-
ness. A crisis results only if the indi-
vidual experiencing the hazard does not
have a previously developed coping
mechanism available to deal with the
hazard. Such coping technics are ac-
quired throughout life, so that each in-
dividual must inevitably pass through a
succession of crises, as he encounters
new hazards. Each successfully mastered
crisis in turn adds to his coping arma-
mentarium. For this reason, crisis has
been described as both a danger and an
opportunity.

It follows that certain hazards uni-
formly result in crises whereas others
may or may not do so. Examples of the
former are the life crises described by
Erikson, which occur as each person for
the first time encounters a new stage in
life as he progresses from birth through
childhood. adult life. and into old age.
Loss by death, or other means, of im-
portant other persons also invariably re-
sults in a new situation for which previ-
ous coping mechanisms could not be
available, and requires a new crisis
process before it can be resolved. On
the other hand. the loss of employment
or physical illness may or may not re-
sult in a crisis for any one person, de-
pending on whether he is equipped to
handle the situation within himself and

FEBRUARY, 1968

USE OF MENTAL HEALTH PERSONNEL

in the external world by previously
established methods.

The outcome of each crisis is of great
significance for the individual. Any
crisis may result in solutions which are
in varying degrees adaptive or maladap-
tive. Adaptive solutions are reality-
oriented, result in the acceptance of
what is inevitable, in strengthening of
interpersonal ties, in renewed intrapsy-
chic equilibrium without neurotic or
psychotic manifestation and, as men-
tioned, in the enrichment of the coping
repertory. Maladaptive responses, on the
other hand, are inappropriate to the
reality situation, and may result in last-
ing interpersonal disturbances or in
newly formed or exacerbated neurotic
or psychotic syndromes. The implica-
tions for prevention are obvious.

There are a number of factors which
influence the outcome of any given
crisis, consisting not only of the objec-
tive nature of the hazard, i.e., the ex-
tent of the real threat to effective func-
tioning. but of a number of other factors
as well. These include experience with
other crises encountered earlier, revival
of memories and fantasies of loss or
failure with associated fear and guilt,
constitutional factors, cultural and socio-
economic prescriptions, and the amount
and kind of support available in the en-
vironment during crisis. It is the last-
named factor that leads us to considera-
tions of crisis intervention.

Crisis Intervention

Crisis intervention may be defined as
activities designed to influence the
course of crisis so that a more adaptive
outcome will result, including the ability
to better cope with future crisis. If
classified according to the means em-
ployed, crisis intervention may be di-
vided into two major categories which
may be designated as individual or
generic. These two approaches are
complementary. Both concepts have their
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roots in the growing literature on crisis
and crisis intervention® but have not
previously been explicitly formulated or
differentiated from each other.

Generic Approach

Its central thesis is that for each crisis,
such as bereavement, birth of premature
children, divorce, and so on, there are
certain identifiable patterns, some of
which result in adaptive and others in
maladaptive outcome. This approach is
particularly well documented in the work
of Lindemann® on bereavement. Linde-
mann found that a bereaved person
goes through a well-defined process in
adapting to the death of a relative, con-
sisting of the so-called “grief work”
which includes preoccupation with the
image of the deceased person, usually in
connection with the revival of memories
of joint activities. While most persons
grieve appropriately, some do not. Fail-
ure to complete the grief process is be-
lieved to be a potential cause of later
psychiatric or psychosomatic illness.
Work aimed at examining distinct adap-
tive or maladaptive patterns with regard
to another crisis, that of premature
birth, has been described by Caplan,
Mason, and Kaplan.1®

There is no attempt to determine or
assess the specific psychodynamics of
the individual involved in the ecrisis.
Rather, the focus is on the course that a
particular kind of crisis character-
istically follows and a corresponding
treatment plan aimed toward adaptive
resolution of the crisis.

Intervention consists of specific meas-
ures designed to be effective for the tar-
get group as a whole. Approaches in-
clude direct encouragement of adaptive
behavior, general support, environmen-
tal manipulation, and anticipatory guid-
ance. This broad approach to all mem-
bers of a given group with relative dis-
regard of individual differences permits
a partial conceptual analogy to such
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public health measures as immunization
and water fluoridation.

It is one of the merits of this con-
ceptualization that it provides a rationale
for a type of crisis intervention which
may be carried out by persons not spe-
cifically trained in the mental health
field, such as nonpsychiatric physicians,
nurses, welfare workers, and so on. In
brief, the generic approach emphasizes
(1) specific situational and matura-
tional events occurring to significant
population groups, (2) intervention ori-
ented to crises related to these specific
events, and (3) intervention carried out
by nonmental health professionals. An
example of the generic approach follows.

Case Report

A public health nurse visited the home
of a couple in their early 30’s, both high-
school teachers, who had one week
earlier brought home their newborn and
first baby. The baby boy was grossly
deformed and diagnosed immediately by
the obstetrician and pediatrician as al-
most certainly severely mentally im-
paired.

The nurse found the mother alone
with the baby and in a highly lethargic
and depressed statc. The mother man-
aged to communicate that she was “just
waiting” for the State Hospital to con-
tact her and take “it” into permanent
placement. She was vague about any
details of arranging the placement and
indicated that she and her husband
found it very hard to talk to each other.
Before the baby’s birth she felt that
there was very good communication be-
tween them. Her mother called her {re-
quently to caution her about getting in-
volved with the baby and to remind
her that the physician had told her in
the hospital to handle the baby as little
as possible, i.e., to just care for its phys-
ical needs so as not to get emotionally
attached to the baby.

The nurse noted that the mother con-
stantly referred to the baby as “it” and
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kept a physical distance from the baby’s
crib. She said to the mother, “Look,
this is your baby. It came out of you
and you have a right to hold it and cud-
dle it.” Thereupon, the nurse picked up
the baby and put it in the mother’s
trembling hands. The nurse stayed for
another half-hour while the mother
looked at and stroked the baby.

On the next visit, several days later,
there was a dramatic change in the
mother’s appearance, for she was quite
alert, active, and talkative. In response
to the nurse’s comments on this change,
the mother said that a lot had happened
since she had last seen her. She had
been crying on and off for the first time
since the baby’s birth, had displayed
anger at her husband’s passivity in plan-
ning for the baby’s hospitalization, and
now they were talking to each other
again. The husband had set up appoint-
ments with the State Hospital staff for
conferences on the consideration of
placement.

The nurse asked what caused such
changes in such a short period. The
mother stated that it started when the
nurse put the baby into her arms and
encouraged her to look at it and recog-
nize that it was her baby. The nurse had
been the only person who had not cau-
tioned her about thinking of the baby
as a “real living thing.” Although she
now feels the terrible pain of her disap-
pointment and the loss over the pros-
pect of giving up her baby, she herself
feels more alive again.

The nurse encouraged her in this and
in subsequent visits to talk about her
feelings, her disappointment, shame, and
guilt, as well as her sorrow about the
impending loss of the baby.

This illustrates a case of preventive
help where the individual diagnoses of
the mother and father were not known
or explored, but where the necessary
grief work was permitted to emerge and
take a healthier course. The training
and experience of the public health
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nurse in crisis situations involving
separations or loss were instrumental in
her approach to this family.

There are some factors limiting the
applicability of the generic approach.
First, there are many types of crises for
which patterns characteristic of adap-
tive and maladaptive solutions have not
as yet been identified. Further, it ap-
pears very likely that among all per-
sons experiencing a common crisis, some
proportion will fail to respond to an ap-
proach based on the universal character-
istics of the crisis, and will require as-
sistance which takes their individual
psychological processes into account. For
this reason there exists a need for an-
other approach to crisis resolution.

Individual Approach

This is the approach that we have
found most helpful in conceptualizing
much of our own work in crisis inter-
vention, though we do make use of
generic concepts also. The individual
approach differs from the generic ap-
proach in its emphasis on the assess-
ment by the professional person of the
specific intrapsychic and interpersonal
processes of the individual(s) in crisis,
although this information may not be
directly presented to the person. Pro-
fessional efforts are directed toward the
achievement of that solution which is
optimal given the unique circumstances
of the particular situation.

This approach differs from more ex-
tended psychotherapy in its lack of
concern with long-established processes,
except as they provide clues that aid in
understanding the current crisis. The
focus clearly is on why and how a
previous equilibrium had been dis-
turbed, and on the processes involved
in the reaching of a new equilibrium.
Another differentiation from much con-
ventional therapy is the frequent inclu-
sion in the individual process of family
members or other important persons.
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Unlike generic technics, individual
intervention requires a greater measure
of understanding of psychological and
psychosocial processes. It is most effec-
tively carried out by individuals with
preexisting skills in one of the mental
health disciplines, who have undergone
further training in the theory and prac-
tice of crisis intervention. In brief, the
individual approach emphasizes (1) bio-
psychosocial events unique in the life of
a given individual, (2) intervention di-
rected to the individual, and (3) inter-
vention carried out by mental health
professionals. A clinical example of the
individual approach follows.

Case Report

A 42-year-old woman came to the
Benjamin Rush Center acutely anxious
and depressed, following the first ex-
perience of sexual intercourse that had
occurred in her lifetime. She was pre-
occupied with fears that her lover would
abandon her, assured herself that he
would contact her, but questioned the
value of going on should he fail to do
so. It was significant that the sexual
experience had followed an automobile
accident in which the patient’s car had
hit that of the friend from the rear. The
friend had comforted the patient follow-
ing this accident, and sexual relations
ensued.

The patient’s father had committed
suicide when the patient was 12 years
of age, an event for which the patient
was totally unprepared. For a year the
patient had totally denied the father’s
death to herself, yet had been in a very
disturbed state, which had not been
usual for her previously.

In her subsequent life, she functioned
in superior fashion in her chosen occu-
pational area, but her relations with men
were casual and she avoided any sig-
nificant emotional involvement. She had
some concern that she might have
“homosexual tendencies” because of this
apparent lack of interest in men, but
had had no homosexual experience.
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Within a year prior to the acute crisis
she had returned to her native country
and found that the marker designating
her father’s grave had been removed in
accordance with local customs.

In the course of six visits, it was pos-
sible for both therapist and patient to
become aware of the manner in which
the current crisis was related to the
earlier trauma of the father’s suicide
when the patient was age 12. Since that
age, the patient had repressed much of
her reaction to the loss of the father,
and had developed a characterologic
defense consisting of withdrawal from
and partial identification with men.

When at last she began to reach out
to men—motivated probably by both
age-related factors and the reminder of
the finality of the loss of the father, due
to the removal of the gravestone—she
chose a man with whom she became in-
volved in the context of violence (the
accident) and who, as it turned out,
had no real interest in her, a fact which
at first she staunchly denied, as she
originally denied her father’s death.

This patient was seen for six visits.
Treatment was carried out by a resi-
dent psychiatrist under the supervision
of one of the authors (Dr. Jacobson).
The focus was on the current crisis, i.e.,
the problems relating to the sexual ex-
perience and subsequent ‘“abandon-
ment” by the boy friend. The patient
was able to achieve insight into the
realistically inappropriate nature of her
response to this situation, which was
either to deny the reality of the loss or
to face overwhelming and chaotic feel-
ings of anxiety and depression. The
origins of this inappropriate reaction
were identified as a chain of specific
events beginning with the suicide of
the father.

In the opinion of both therapist and
supervisor the patient gained meaning-
ful insight into the connections between
her current plight and these earlier
events.

In this particular case, it was our im-
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pression that the patient came to us at
a fork in the road in her over-all de-
velopment, and that it is possible that
her gain from crisis intervention may
have gone beyond the mastery of the
current situation with the boy friend,
and may have included the beginnings
of a working through of her long-estab-
lished attitudes toward all men. Only
time can tell whether such a result did
in fact occur. What is known is that at
the end of six visits and at follow-up,
three months later, the patient was
markedly improved. She showed no
signs of acute crisis, but only an ap-
propriate grief reaction over the years
she had lost in withdrawing from men.
She was making plans to build sounder
relationships with men when she was
last contacted. The boy friend had never
called.

If the generic approach is in some
way analogous to such public health
measures as immunizations which can
be broadly applied to large population
groups, the individual approach is ana-
logous to the diagnosis and treatment
of a specific disorder in an individual
patient. Both appear to have a significant
place in comprehensive mental health
programs, and both are economical in
terms of use of manpower, and im-
portant in terms of prevention of long-
term disability. Individual approaches,
however, require far more skilled per-
sonnel, and should therefore be used
selectively. Optimum use of individual
intervention, in our opinion, would oc-
cur if generic crisis intervention were
widely available, and care-takers prac-
ticing the generic approach could be
trained to detect cases which do not
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appear to respond to the generic ap-
proach, and refer these cases to mental
health specialists for individual treat-
ment. Another valuable contribution
that the individual approach could make
consists of gaining additional experi-
ence in the natural history of crisis,
which would then be used in training
of nonmental health professionals using
the generic approach.

Summary

Generic and individual approaches to
crisis intervention have been outlined
and discussed in terms of similarities
and differences of theory and practice,
with special reference to the use of
mental health and nonmental health per-
sonnel in crisis intervention.
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